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CORRESPONDENCE
Letters to the Editor
Reversible Atrioventricular
Block and the Amplatzer Device
We read with great interest the recent study by Suda et al. (1),
entitled “Reversible Atrioventricular Block Associated With Clo-
sure of Atrial Septal Defects Using the Amplatzer Device.” We
disagree with their interpretation of the upper electrocardiograph
rhythm strip in Figure 1. Our interpretation would be that of sinus
rhythm with 3:2 second-degree atrioventricular (AV) block with
Wenckebach periods (2), not “complete” AV block. The 3rd, 6th,
9th, 12th, and 15th P waves are nonconducted, giving rise to
bigeminal rhythm. An alternate interpretation would be second-
degree AV block with accelerated junctional escapes (3).
Finally, we agree that the lower rhythm strip shows normal AV
conduction, the minimum irregularity being due to a slight sinus
arrhythmia.
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REPLY
We appreciate the comment regarding the interpretation of the
rhythm strip we provided for our study (1). Reviewing the rhythm
strip in question, we could not disagree with the arguments made
by Drs. Kaplan and Denes. After searching the patient’s file, we are
unable now to provide a printed confirmation of the third-degree
atrioventricular (AV) block we had witnessed during the patient’s
intensive care unit monitoring. However, we remain affirmative of
the AV dissociation observed during the initial hours after the
catheter intervention. Unfortunately, all subsequent records dem-
onstrated 3:2, then 2:1, block until full recovery.
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Cardiac Magnetic Resonance Training:
How We Can Get There From Here
In a recent issue of JACC, Taylor et al. (1) described the current
difficulties in training cardiovascular fellows in cardiovascular
magnetic resonance imaging (CMR). Reichek (2) followed with an
editorial comment on the results of the Taylor et al. (1) survey and
described some of the history of CMR imaging and the educa-
tional impediments. There is little to argue with in either report,
save for one remarkable omission common to both. Both Taylor et
al. (1) and Reichek (2) discuss the necessity for collab-
orative arrangements between cardiologists and radiologists, and
the importance of open cooperation among the various profes-
sional societies—in specific, the American College of Cardiology
(ACC) and the Society for Cardiovascular Magnetic Resonance
(SCMR). Curiously, however, both reports mislaid any mention of
the American College of Radiology (ACR). If collaborative efforts
between cardiologists and radiologists are “the ideal,” as noted by
Reichek (2), it is a striking comment that any mention of a
relationship, collaborative or otherwise, between the ACC and the
ACR has been sidestepped.
What could be the reason for this? As Taylor et al. (1) noted,
almost two-thirds of all clinical work and more than half of all
training are found in centers where radiology controls CMR
activities. It is clearly in the best interest of patient care for
physician imagers to have top-flight training. For CMR this
certainly is best served with skills that are a hybrid of training
found in cardiology and radiology. An in-depth knowledge of
cardiovascular physiology and pathophysiology is an integral re-
quirement; so too are detailed understandings of the structures
contiguous with and adjacent to the cardiovascular system that
intimately affect its functioning, as well as a superior understanding
of the magnetic resonance imaging physics relative to imaging the
cardiovascular system. This constellation of skills is not found in
the training of any general cardiologist or radiologist. A consider-
able advance in training for each is paramount, and, in my opinion,
is unlikely to be found at the vast majority of centers without a
cooperative and collaborative approach (to make the point, one can
only imagine the glee of a personal-injury attorney upon hearing
the cardiologist, who has missed the obvious lung tumor on a
CMR study, explaining that “it wasn’t part of my training”).
If we wish to quickly elevate CMR to one of, if not the premier
noninvasive tool for CV diagnosis, a new paradigm of training is
needed that encompasses the unique skill set required. Let those
groups best equipped to do so—ACC, SCMR, and the ACR—
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